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More than 30 years ago, Donald Court made a plea ‘that we should apply the 
same critical energy to the study of social 
as we do to cellular behaviour’. However, 
as acknowledged in ‘Strengthening the care 
of children in the community’, academic 
community child health (CCH), an essential 
requirement for realising Donald Court’s vision, remains weak. 
The combined effects of the Research Assessment Exercise 
(RAE) and the research funding strategy of the Treasury 
have led to a crisis in academic clinical medicine. Even those 
academic departments dominated by a biomedical and cellular 
focus are struggling with these changes: between 2000 and 
2004 there was an overall decline of 22% in academic posts, 
with the clinical lecturer grade (the starting point for many 
academic careers) being particularly hard hit, declining 42% 
across all specialities and 35% in paediatrics. An academic 
career in paediatrics is not an attractive option - only 11% 
of respondents in the recent Royal College of Paediatrics and 
Child Health (RCPCH) survey of final year Specialist Registrar 
(SPR) intentions were planning an academic career, and only 
1% intended to seek a senior lecturer post, the inference being 
that the remainder would seek to pursue an academic career 
from an NHS consultant post. 
 
Although it is increasingly difficult to develop a strong 
academic base for community child health in this climate, the 
need for such a base is ever more pressing if we are to ensure 
a sound evidence-base for primary and secondary child health 
services and provide suitably trained paediatrician educators to 
undertake the training of future paediatricians and doctors.
This article sets out the current state of academic CCH, the 
problems of succession and possible ways that BACCH and 
the College could work together to ensure a more viable 
academic CCH presence in UK medical schools. 
CURRENT STATE OF ACADEMIC CCH 
The challenge for academic CCH can be summarised as 
follows:
1. CCH academics are often working in isolation
2. Few departments have the critical mass needed to make 
a significant contribution to child health research - the 
possible exceptions include ICH, Bristol & Cardiff
3. Many professors of CCH have either recently retired (Nick 
Spencer, Steve Jarvis, Margaret Lynch and David Hall) or 
are due to retire in the near future (Jo Sibert, Leon Polnay 
& Brent Taylor), and there is a paucity of Senior Lecturers 
to replace them 
4. There is an unfilled Chair in Newcastle and there have been 
difficulties finding suitable candidates elsewhere, resulting 
in child health chairs being lost or transformed into other 
speciality chairs
5. Many CCH academic posts are funded by NHS Trusts and 
not by HEFCE possibly rendering them less secure when 
present incumbents retire or move on. Established chairs 
in CCH exist in Bristol (Emond), Cardiff (Sibert), Exeter 
(Logan), London UCL (Taylor), London ICH (Dezetaux). 
Charlotte Wright in Glasgow and Mary Rudolf in Leeds 
have personal chairs
6. There are fewer training posts. Many lecturer posts have 
been lost in the last 5 years, and it is increasingly difficult 
for young paediatricians to combine academic with clinical 
training
THREATS TO ACADEMIC CHILD HEALTH
The Walport Report (Academic Careers sub-committee of 
Modernising Medical Careers and the UK CRC) identified 
several barriers to potential academic trainees: 
 the absence of a clearly defined career pathway
 the difficulty of combining the training requirements of 
clinical and academic medicine
 the shortage of senior  posts and their insecurity of 
tenure
 diminished lifetime earnings and adverse work-life 
balance
Other disincentives specific to academic child health include:
 the lack of a specific RAE panel for paediatrics
 the lack of recognition of child health as a major 
priority by the NHS R&D and MRC 
 the loss of academic departments of child health as 
universities re-structure around system-based research 
themes 
OPPORTUNITIES FOR ACADEMIC CHILD 
HEALTH
A clinical academic career still offers a very varied and 
interesting mix, with the potential to integrate clinical work 
with teaching and research, and provides more autonomy 
than a f/t NHS post. Several recent developments provide 
opportunities to improve academic child health:
 the new consultant contract has made clinical and 
academic activity more explicit, and should make it 
easier to protect research time
 new academic training pathways are being established 
through partnerships between universities, local NHS 
Trusts and postgraduate deaneries 
 the Medicines for Children Research Network has now 
been established
 the publication of the NHS strategy document 
‘Best Research for Best Health’ suggests new ways of 
distributing NHS R&D funding which should benefit 
community child health through the development of 
research centres and programme grants
WAYS FORWARD
We must start recruitment to academic child health at medical 
school - firstly by promoting a skill mix within academic 
departments of paediatrics and child health that enables them 
to provide comprehensive undergraduate medical education, 
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This Summer Edition is packed with articles - reflecting the uphill struggle to 
provide Community Child Health Services. 
Some of the guidance which we receive is 
not always straightforward to implement in 
practice. 
Along these lines you will find three Special 
Reports: the first is on services for children 
with Down’s Syndrome (p10-11), the second 
on the Measurement of Childhood Obesity 
(p12-14) and the third on the Common 
Assessment Framework (p18-19). In each 
case, I have included divergent points of 
view in the form of report and counter 
report!
We start with our regular contributions 
from the BACCH Officers, which keep you 
up to date with the work which goes on 
in our committees - and about the way in 
which BACCH is developing.
There are three book reviews for your 
Summer reading starting on p 21, and much 
more besides.
It was pleasing to hear from James 
Robertson that, following writing in 
the Spring Edition about his website for 
parents, carers and health professionals, the 
number of “hits” have increased. (www.
yourchildshealth.nhs.uk) It confirms that 
you do make use of the information in these 
pages.
I must apologise that in the Spring Edition, 
the Informatics section on page 15 was 
incorrectly attribured to Mitch Blair.
This reflective insight into Community 
Paediatrics from a Trainee’s perspective 
came from Kate Martin.
This is the first full Edition produced with 
our new publishers - Wyndeham Gait. Let 
me know what you think of the altered 
presentation - it’s your News.
The new post of Deputy Editor commences 
in September 2006 
- Shadow me for a 
year and the Editor’s 
job could be yours in 
September 2007! (See 
p15 for details.)
Mary Jones - Editor
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I recently attended the College Speciality Board along with Gabrielle Laing (Chair 
of CSAC). This is a twice-yearly meeting 
which consists of the convenors of speciality 
groups, chairs of the Speciality advisory 
Committees, with various College Officers. 
Discussion was dominated by issues 
around training and the significant changes coming, both 
with Modernising Medical Careers and the introduction 
of PMETB. The issues for Community Child Health are 
similar in many ways to other specialities, but perhaps with 
the difference being that our speciality is much larger and, 
therefore, there is less tension between the needs of those 
training to become specialists and those training to become 
consultants with a special interest. One area of concern is 
that the College no longer undertakes educational visits 
and PMETB has recognised that it is problematic to do 
visits for higher specialist training with a generic team. The 
College is represented by Mary McGraw, the new 
Vice-President for Education & Training, on a 
committee which is looking further at how to 
develop this area of inspection.
I had to leave the meeting early because my 
stepson was taking his Year 6 SATS and I 
had promised to pick him up from school 
that afternoon. Waiting at the school gates 
made me reflect on a number of issues that 
affect community child health.  Parenting and 
behaviour were prominent in my thoughts 
as I observed a number of examples of what 
can only be described as poor parenting on 
collecting children. We need to continue to 
work on developing support for parents to help 
them in this difficult area and also to work 
out what exactly is the role of the paediatrician? 
Increasingly, parenting support should come from a multi-
agency and primary care-based service, with specialists 
supporting in areas which are particularly difficult and 
problematic.  
One area of on-going concern must be the relative 
contribution of community paediatricians versus child and 
adolescent mental health services to this area. Locally our 
child and adolescent mental health service has re-organised 
itself to become a more specialist service, with the result being 
that a number of referrals that are made to them because of 
parenting/behavioural issues are re-diverted to community 
child health for an initial assessment. I am not sure that we 
are best placed to provide specialist support in this area, 
particularly given that we have local primary care-based 
support systems and therefore where these do not work, 
I suspect the children need more specialist mental health 
intervention.  
The other thing that I observed was that childhood obesity 
is a real issue although perhaps not to the extent (certainly 
in my unscientific survey at the school gates) as it might be 
portrayed in the press. Elsewhere on this issue, there is debate 
about the Government’s policy on body mass index screening 
in school. Tam Fry from the Child Growth Foundation 
writes passionately from his perspective as a parent. There 
are also interesting responses from Penny Gibson and the 
Expert Advisory Group. Personally, I think Penny’s comments 
on the need to have proper interventions in place before 
doing screening are important. I have concerns locally about 
implementing this programme, both because I do not believe 
that we should screen unless we have an intervention to offer 
(although I do understand the public health arguments for 
finding out what the level of the problem is) and also because 
the Department of Health proposal that parents should not 
be given information on the results is, in my view, unworkable 
and in contradiction to all other advice on working in 
partnership with families.
The Executive Committee and Council met on 
16th May. At Council, we had an interesting 
debate about the future of the NHS and in the 
light of the White Paper “Our Health, Our 
Care, Our Say” and the re-organisation of 
Primary Care Trust (I gather I am moving from 
South Cambridgeshire PCT to Cambridgeshire 
PCT!). Michael Dixon, Chair of the NHS 
Alliance, spoke passionately about the 
opportunities offered by these developments. 
Simon Lenton, Vice-President Health Services of 
the College, replied to this, expressing concerns 
about the impact of these changes, particularly 
on the provision of multi-agency integrated 
service for children with developmental 
problems, disability and chronic health needs. 
We all recognise that this is an area of difficulty and that the 
Choice Agenda and desire to see competition fits uneasily with 
developing proper locally integrated services.  The changes 
to Primary Care Trusts, GP Commissioning and PCT 
Commissioning also sit uneasily with the idea of Children’s 
Trusts as commissioners.
We recognised that there are opportunities here and the 
message from Michael Dixon, which I would support, is 
that community paediatricians need to continue to put 
themselves forward as advisers on child health issues locally.  
The issue about the place of employment is probably less 
relevant now than it ever was and indeed the idea that we 
can solve problems by having all paediatricians employed by 
one Trust is, I think, increasingly naïve. We need to ensure 
that, whoever the employer is, there is integrated working 
and that children’s services are delivered along integrated care 
pathways.
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including both the practical and theoretical aspects of 
individual care at primary and secondary care level, and child 
public health at a population level. Secondly, by encouraging 
paediatric SSCs, SSMs and intercalated BScs, identifying 
interested bright students and nurturing 
them. All of us need to acknowledge 
that competition to attract the 
best trainees is severe and we must 
become advocates to recruit them into 
paediatrics. After interesting students 
in child health, it is vital to supply 
accurate information on potential 
careers, emphasising that there is now a 
very clear career pathway for paediatric 
clinical training with academic paths 
mapped to it. The flexibility offered by 
the new training programmes should be 
an extra attraction to those anticipating taking career breaks to 
start a family.
The next step for those wishing to enter academic training is 
to obtain an academic Foundation post, and it is essential that 
community paediatricians provide clinical and academic input 
into Foundation programmes. The 3 year academic clinical 
fellow (ACF) rotations will give all academic trainees exposure 
to clinical community paediatrics and to child public health. 
The big hurdle in the new structure will be the gaining of a 
research training fellowship, and whilst funding opportunities 
are few we can give advice and support to optimise 
applications. What is needed is the establishment of further 
research training fellowships possibly with joint accreditation 
in epidemiology and paediatrics. A Clinical Lectureship lasting 
up to four years will start at the end of the training fellowship 
and will give the trainee an opportunity to gain some post-doc 
funding and publications and acquire a CST.
Other potential benefits of the new academic pathway include: 
i) increased job-sharing, ii) protected academic training with a 
reduced or no on-call commitments, iii) equal recognition for 
research and teaching as core academic activities, iv) facilities 
for distance learning for those confined to one geographic 
region and v) opportunities to enter and exit academic 
pathways at all levels. Some paediatric SPRs may choose to 
move into an academic path later in their training. This will 
be facilitated by standardising and further developing the 
existing university-accredited MSc programmes with a view to 
incorporating them into the training of specialist registrars as 
has been done in Leeds.
Once trained, the young academic needs a job in a department 
with sufficient critical mass to support teaching and research. It 
is probably realistic to promote the establishment of a critical 
mass of multi-disciplinary community child health researchers 
in only 4 or 5 UK departments, with the remit of addressing 
the key research questions for the health of child populations 
and for child health service delivery. Research networks are 
the vehicle through which government funding is going to be 
channelled, so we need to be organised and collaborate rather 
than compete with each other - the recently awarded trial of 
Melatonin in learning disabled children 
being a good example. 
In the current research environment 
few if any departments of child health 
can stand alone, and closer alliances 
will be needed to promote child 
health within big themes- e.g. with 
epidemiology in population health, 
or with psychology in neuroscience. 
Each university will have its own 
strengths and traditional links, but to 
survive academic child health will need 
to become more multidisciplinary, cross-faculty and cross-
university.
In conclusion, although academic community child health has 
struggled to develop in the last few years, the new academic 
training programmes give fresh hope to improve recruitment, 
and offer more flexibility in career pathways. Proposed changes 
in NHS research funding may offer more opportunities for 
community-based research, and the need for excellence in 
teaching has never been greater as medical schools continue to 
expand.   
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Professor Alan Emond  - Chair BACCH
alan.emond@bristol.ac.uk
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Many of you will 
have attended 
the York meeting 
in April. I am 
afraid I missed the 
child protection and childhood 
disability sessions due to family 
commitments, but the Thursday 
session run jointly by BACCH 
and CPHIG was excellent. As 
always, the free papers were of a 
high standard and the keynote 
lecture from Ted Melhuish on the 
early results of the Sure 
Start evaluation was 
fascinating. For those 
of you who were not 
able to hear him, or 
have not picked up 
on this elsewhere, 
there were some 
modest benefits, but 
disappointingly, these 
were not found in the 
most disadvantaged 
families. Ted pondered 
the reasons for this, 
and explained that, 
paradoxically, the universal nature 
of Sure Start might be to blame. 
Traditional services have tended 
to naturally target the most needy 
and focused limited resources on 
this group, perhaps at the expense 
of others. This interpretation was 
supported by the finding that 
the Sure Start projects which 
were most effective in producing 
positive outcomes, were those 
with integrated health service 
involvement. In other words, 
health visitors were important, 
probably because they knew the 
families and could predict those 
which had greatest needs.
The final part of the college 
BACCH/CPHIG session was 
a series of presentations by 
paediatric specialists on their 
involvement in public health. 
We heard complementary 
presentations by a neonatologist, 
a gastroenterologist and an 
endocrinologist. David Field, 
the neonatal specialist, discussed 
the changing public health 
emphasis on outcomes of neonatal 
intensive care, Warren Hyer 
the gastroenterologist warned 
of the impact of 
the huge increase 
in allergic, atopic 
and autoimmune 
conditions, while 
Nandu Thalange 
considered a wide 
range of topics, from 
public health training, 
the obesity epidemic, 
and the ideal structure 
of childrens health 
services in the NHS.
However, thoughts 
now turn to the next academic 
highpoint in the calendar - the 
September BACCH annual 
scientific meeting. You should by 
now have received a mailshot with 
a booking form and information 
on submitting abstracts for free 
papers, personal practice papers, 
and CATCH posters. I am sure 
the quality, entertainment and 
educational value of the ASM 
are already well-enough known 
for me not to have to plug it even 
more. But please do think about 
submitting an abstract.
Every year the overall standard of 
papers is excellent, and many of 
the best are from junior trainees, 
medical students and non-
academic colleagues. Presenting 
a paper is an ideal stage in the 
process of publishing a paper in a 
journal, you will get friendly and 
wide-ranging critical comment. 
It is also a prestigious conference 
to present in to a large audience 
- BACCH is the largest sub-
specialty group affiliated to the 
college.
We have a good programme 
already confirmed for the autumn 
meeting, including keynote 
lectures on the new Medicines for 
Children research network, and 
on the implications of changes in 
family justice for paediatricians, 
while the workshops range as 
widely as ever. All the special 
interest groups are planning a 
session and, as ever, the BACCH 
Challenge Cup will be decided 
in a nail-biting finale to the 
conference.
I will see you there, I hope.
Dr Richard Reading - 
Academic Convenor BACCH
richard.reading@nnuh.nhs.uk
From the
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At the Executive Committee we debated the future direction 
of BACCH and we have agreed that our next Executive 
meeting will be extended to a day to have a more detailed 
think about BACCH, its role, its relationship with the College 
and external bodies and how much BACCH should continue 
to be a unitary disciplinary organisation, primarily involving 
community paediatricians as opposed to a multi-disciplinary 
group. We plan then from that meeting to 
put out a discussion paper 
and have further debate at 
Council and the ASM.
At the Council meeting 
we also touched briefly on 
the development of NHS 
Connecting for Health. 
Fauzia Rahman and Mitch 
Blair are involved in work in 
information and within this 
newsletter, you will find a 
request from them to collect 
some information about 
clinical contacts. Please can 
I urge you to take part in this. 
It is quite simple to do and it 
would be helpful if we had a 
wide selection of community 
paediatricians completing this 
data which will help us develop 
further our thinking about information needs. 
NHS Connecting for Health continues to cause significant 
concern around the country. I am a member of the Eastern 
Cluster Expert Reference Group and although I have not 
been much involved so far, my impression is that the systems 
on offer are likely to offer less functionality than our current 
IT systems. Although I understand the point that it may be 
that we have to go a step forward to move into the new world 
of technologically-based services, it continues to be a painful 
path. Please find out what is happening in your area, and offer 
your clinical perspective.
BACCH needs a number of new members on its Executive 
Committee. There is a call for nominations elsewhere in this 
newsletter. One of the strengths of BACCH is the variety of 
views and types of paediatrician involved in its executive and 
therefore in running the organisation. If you are interested, 
please do get in touch with any of the officers who are looking 
for replacement to discuss their roles. Time commitments are 
variable but in my experience, having both been convenor 
and editor, they can be fitted into a reasonable working 
life, particularly as we increasingly use e-mail to drive our 
discussions. And it is fun, stimulating and different from the 
day job!
Whilst preparing this newsletter, I took the opportunity to 
look back through the website archives of newsletters and read 
some of the contributions I made in the past. This reinforced 
the need for BACCH to rethink its strategic direction as I see 
over the last few years that our thoughts have been dominated 
by the huge changes in policy that we see coming from the 
Department of Health and the Department for Education.  
There has also been a very 
significant change in training 
and the way that community 
paediatrics is seen as part of 
the paediatric continuum. 
We need to reflect this in our 
thinking and our organisational 
structure. 
Internally, I am sorry to 
report that Andrea Drury, 
our Administrator, will be 
leaving us in June. Alan 
Emond and I will, by the time 
this newsletter arrives, have 
interviewed for a replacement. 
Andrea has been a 
tremendous asset to us in the 
time she has been with us and 
has been instrumental in a 
number of administrative re-
organisations to help BACCH 
run more smoothly. Her final parting gift to us is that she is 
revamping our websites to provide a more integrated approach, 
both within the BACCH website and across the Speciality 
Group websites.
BACCH will again this year be making submissions to the 
Advisory Committee for Clinical Excellence Awards, in 
respect of members who are making applications for national 
awards. Further details of this will be posted on our website.  
There will be no further notification by post or e-mail about 
the process, so can I urge you to check the website on a regular 
basis from September onwards to look for further details of 
how to submit your nomination to BACCH for support.  
Currently the process is clear for England and Wales and I am 
trying to find out how we can support colleagues in Northern 
Ireland and Scotland.
As ever, if you have anything you would like to discuss with 
me, either about local or national issues, please do not hesitate 
to get in touch by phone or e-mail.
Dr David Vickers - Convenor BACCH
david.vickers@southcambs-pct.nhs.uk
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“However, 
thoughts now 
turn to the next 
academic 
highpoint in the 
calendar - the 
September 
BACCH annual 
scientific 
meeting.”
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Spring time is a fairly quiet one for the BACCH Treasurer. The subscriptions for 
the year have been set (and no one has tried 
to complain or threaten me) and the end of 
the financial year although close, does not 
require much action. The main activity seems 
to be to negotiate with the ASM team over 
how much value should be added as opposed 
to profit made. At the moment ‘they’ seem to be winning so 
I would encourage you to put 20 and 21 September in your 
diary as it will be a good meeting.
Speaking of the ASM, it is then that we should be able to 
unveil our new Treasurer who will serve from September 2007-
2010.  Unfortunately, I have had no response to the invitation 
I made last time to discuss this opportunity. The post is 
actually generally interesting but not unduly demanding as it 
is well supported by BACCH staff.  As well as money, the post 
gives great insight into and involvement with the decision-
making processes within BACCH. It also provides a very 
good reason to escape the increasing pressure of life within 
one’s Trust and one that seems generally acceptable to Trust 
management.
Calling all BACCH Finance wizards!
The post of BACCH Treasurer will be vacant in September 
2007. We elect the Treasurer a year in advance, to allow 
the Treasurer elect time to familiarise themselves with the 
financial cycle and what needs to be done.  
The key responsibility is to maintain the BACCH coffers in 
a healthy state. David Bennett, the Membership and Finance 
Administrator, does all the sums and day-to-day accounting, 
and does it very well.  The Treasurer takes an overview of the 
finances, setting financial strategy and making sure we remain 
viable. In addition, as a senior officer of BACCH, you will be 
involved in other projects and activities as they arise.  
If you have an interest in BACCH, and feel you can make a 
contribution at senior officer level, here is the opportunity. It is 
a responsible task, but not, in my experience, too onerous!
I would be delighted to discuss this with anybody who thinks 
they might be interested.
Please call me on 01604 544538 or email below.
Mark Hunter, May 2006
mark.hunter@ngh.nhs.uk
Treasurer’s Report, May 2006
Within year three of the UK wide Parent and 
Paediatricians Together Project some specific 
work will be carried out with families from black 
and minority ethnic communities. The aim 
will be centred on providing these families with 
information and helping to create better awareness 
of how families can access health services and 
support networks. Project Officers are developing 
links with different community groups and voluntary organisations 
in different parts of the UK and will be working in a targeted way 
with these agencies to see how they can help with this work. 
Contact a Family already has a network of offices, staff and 
volunteers across the UK who offer support to families from different 
communities and through them we are currently increasing our 
efforts to reach out to those families who are traditionally more 
isolated from services and support. For example we offer targeted 
support to families in Southall and Ealing, have a South Asian 
Family Worker in Bradford and have close working links with the 
Somali community in the West Midlands.
Additionally we have a team of Area Volunteer Representatives from 
the South Asian community who operate in Warwickshire, North 
Birmingham, Bradford and Newcastle. All are able to speak a range 
of community languages which enables us to reach families where 
English may be a second or even third language.
Our work with families caring for a disabled child involves face to 
face support, workshops, information giving, help in developing 
groups and promoting accessible materials. For details of each 
Contact a Family office, and where our Family Workers and Area 
Volunteers are based, please visit our website at 
www.cafamily.org.uk
Some of our current publications are available in other languages and 
can be downloaded from our publications page on our website.
These are:
•	 Translated versions of our general leaflet in Gujarati, Hindi, 
Urdu and Punjabi.
•	 ‘When your child has additional needs’ - a guide for 
parents. Available in Arabic, Farsi, Bengali, Chinese 
(simplified), Somali, Urdu.
•	 Fact Sheet on Tax Credits available in Arabic, Farsi, Chinese 
(simplified) and Somali.
Contact a Family’s telephone Helpline -
0808 808 3555
- also offers a translation service through Language Line covering 100 
different languages.
In Wales all of our information materials and newsletter are produced 
in both Welsh and English and our Information and Development 
Officers are Welsh speakers.
Our work over the coming year will continue to look at the range 
of printed materials that we produce - including more basic English 
versions of documents, how to use our website more effectively to 
reach out to more isolated communities, and how to sustain and 
drive forward our relationship with different community groups and 
organisations.
If you would like further information about our services, please visit 
our website or ring our National free phone telephone Helpline at 
0808 808 3555.
Parents and Paediatricians Together Project
From the
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My two years as the BACDA representative for BACCH have sped by. I am now handing over to my colleague, 
Adrian Dighe, who I am delighted to say was elected as Vice 
Chair for BACDA at our AGM in January 2006.
BACDA Study Days
27th January 2006, London. 
“20 years Old and 20 years On”
This was an excellent day with diverse presentations, as well 
as the Birthday Celebrations! The presentation on current 
research into congenital CMV and hearing loss (by looking at 
the viral load on the Guthrie card) was fascinating as was the 
talk on long QT syndrome. The other presentations all gave 
much food for thought including a personal reflection on the 
changes in paediatric audiology over the last two decades by 
Dr Hope Forsyth, CCP(Audiology) and an exciting vision of 
the future of the speciality by Dr Ann Mackinnon (out-going 
Chair of BACDA).
30th  June 2006, York.
A date for your diary! The provisional programme includes 
presentations on Non-organic hearing loss, Tinnitus and 
Hyperacusis in children/young people 
For further details please contact Mrs. Pam Williams:
Tel: 0161 962 8915      fax: 0161 291 9398
Email: bacda@boltblue.com
Name Change for BACDA
As mentioned in the previous newsletter, a name change 
for the Organisation is being planned and at the AGM in 
January there was a unanimous vote to proceed with this. 
The main changes being considered are: replacing “doctor” 
with “paediatrician”; omitting “community” and replacing 
“audiology” with “audiovestibular”. It is clear from the 
discussion at the AGM that there are strongly held views 
both for and against these options. A postal ballot is being 
organised. In addition a working group will be set up to 
amend the constitution and the proposed changes will be 
brought to the AGM in January 2007 for ratification.
Workforce Issues and Training
BACDA are currently trying to gather comprehensive 
information about the current workforce, not only of BACDA 
members but of all paediatricians working in audiology. The 
initial response rate to the census has been disappointing. If 
you are working in the field (or have been within the last 5 
years) and have not yet completed a census form, please do so. 
The form is available on the BACDA website: www.bacda.org.
uk.
There is concern about the rapidly reducing workforce and 
much effort is being put into raising the profile of Paediatric 
Audiovestibular Medicine.
The very good news is that  BACDA has  been granted Special 
Interest Group status by the RCPCH. Many thanks go to 
Lesley Batchelor who has put huge effort into achieving this.
Other ongoing work includes: 
 BACDA and BAAP working with the RCPCH to develop 
level 3 competencies for Higher Specialist Training.
 Input by BACDA to the Royal College of Physicians 
Working Party to consider the future of Audiovestibular 
Medicine.
 BACDA and BAAP were represented at the Workforce 
Review Team Meeting in March when Paediatric 
Specialities were discussed.
Audiovestibular Medical Federation
The Federation is now well-established, with reciprocal 
representation on each others’ Executive Committees and 
increasing collaboration between the two organisations.
Proposed Cochlear Implant Health 
Technology Appraisal by NICE
BACDA was recently asked to contribute to a proposed 
appraisal of cochlear implants for severe to profound deafness 
in children and adults. Written submissions were requested 
initially and I then represented BACDA at a Scoping 
Workshop in February. This was attended by representatives 
from a wide range of Patient/carer groups, Professional groups 
and Manufacturers/sponsors. The information from this will 
then be collated and go before Ministers for a decision as to 
whether the appraisal should go ahead.
Postgraduate Medical Education and 
Training Board (PMETB)
It would appear that many UK trained Staff Grades and 
Associate Specialists, currently leading audiology services 
and acting as independent clinicians, who have postgraduate 
qualifications in audiology and extensive experience in the 
field, will be unsuccessful if they apply for inclusion on the 
Specialist Register through article 14. BACDA is seeking 
clarification on these issues.
My term as BACDA Chair is just beginning and I anticipate 
an extremely busy two years ahead. I have enjoyed my time 
on the BACCH Committee. Please contact either Adrian 
(adriandighe@mspct.nhs.uk) or me if you have any queries or 
comments.
Susan Rose
BACDA Chair 
susan.rose@sash.nhs.uk 
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MEDICAL SERVICES FOR
the debate would highlight that we do have some specialist Down’s Syndrome 
services in this country, and that they are closely linked in with Child development 
centres, and Community Child health services. I was not disappointed, and 
particularly pleased that the comments came from paediatricians in the audience, 
who had had no previous contact with DSRF or myself. Concern 
was raised about how applicable this US model was to services 
in the UK, and whether it was possible to integrate services 
locally from a “super specialist” clinic at a distance from the 
child’s home. It was also not clear how easy it was for families 
to access this type of specialist care.
There was clearly some tension in the air during the morning 
session and particularly during the questions, and of course, 
debate continued through lunchtime. However, it was nice to 
be able to relax a little in the afternoon, to hear about some 
current research related to Down’s Syndrome.
Dr Jill Ellis (Institute of Child Health) started off with a 
progress report from the vitamin and mineral trial that she has 
been coordinating, with the support of DSRF. The results are 
still awaited, hopefully in the next month.
Dr George Capone, Director of the Down’s Syndrome clinic at the Kennedy 
Krieger Institute, Baltimore, USA, followed with a description of his service, and 
how they have used the clinic to support research. He presented some interesting 
data on neurobehavioural phenotypes and psychiatric disorder in Down’s 
Syndrome.
Professor Jill James, from Arkansas University, then gave a fascinating talk about 
her research into folate metabolism in Down’s Syndrome. Her hypothesis is that 
abnormal maternal folate metabolism leads to non-dysjunction, and that it may 
be possible to decrease risk of having a baby with Down’s Syndrome by dietary 
supplementation in pregnancy.
The day ended with mice! Professor Elizabeth Fisher, from around the corner at 
the Institute of Neurology, presented their recently-developed mouse model for 
Down’s Syndrome – the Tc1 mouse, which carries a human Chromosome 21 and 
manifests much of the phenotype of Down’s Syndrome. Professor Mobley from 
Stanford University, went on to discuss the work they have done 
using mouse models. He described how the over expression of a 
gene Chromosome 21 leads to changes in synaptic structure and 
function, which leads to cognitive dysfunction and postulates 
that identification of the gene and its underlying mechanisms, 
could lead to specific drug interventions.
At the end of the day, I was still left with mixed feelings. I still 
felt discomfort about the approach of DSRF. Listening to our 
colleagues form the USA describe their services was interesting, 
and I am sure we can learn a lot from them, but am unsure as to 
how applicable their model of service is to us in the UK. The aim 
of DSMIG(UK) is to ensure equitable provision of medical care 
for all people with Down’s Syndrome in the UK and Republic 
of Ireland. For me, this is all about building on existing, local, 
multidisciplinary and multi-agency services, and ensuring that 
they have the expertise to provide excellent services, tailored to 
the needs of children with Down’s Syndrome. 
I also found myself in something of a conflict when listening to the exciting 
and ground-breaking research presented in the afternoon. Exciting though 
the research may be, it is not always easy to envisage how it is going to make 
a difference for the child and family in front of us in the clinic. 
Resolving these conflicts is a challenge that can probably only be met, if we can 
develop a shared understanding amongst researchers, clinicians, and the children 
and families we aim to serve.
the distribution gaps lie. Please also check that you have received the 2nd edition, 
which was launched in 2000 and contains UK rather than US growth charts. 
You can obtain a copy of the 2nd edition (free of charge to 
members) from the DSA or from
sales@harlowprinting.co.uk.
The Schedule of Health checks recommended 
in the PCHR insert, is based on evidence-based 
surveillance guidelines developed by DSMIG 
(UK). It should be implemented by healthcare 
professionals in this country, on parental request, if 
parents believe that an appropriate schedule is not 
being followed. In the UK, it is best if parents ask 
doctors and nurses to follow this schedule, rather 
than any other, as UK recommendations differ 
slightly from other countries (such as the US) and 
so trying to get another schedule implemented 
may cause confusion.
Continuing on the theme of parental 
empowerment, we would also like to draw 
attention to the recent substantial DfES 
publication on Down’s Syndrome as part of 
the Early Years Support Project, which is to 
be distributed free of charge to all new parents. 
Down’s Ed, the DSA, DSMIG (UK) and parents, have all contributed to this. 
It is a very detailed publication which we feel gives a good reflection of services 
in the UK and is the sort of information parents need to 
help them in the often difficult task of accessing these 
services to the full. You can download a copy at 
www.earlysupport.org.uk. If you are a family or 
professional in England, you can also order a free 
print copy from DfES Publications, PO Box 
5050, Sherwood Park, Annesley, Nottingham 
NG15 0DJ, quoting reference ESPP13.
What about services for adults? We know that 
in many areas, this is a deep, dark hole in spite 
of our best efforts. Currently we are trying to 
set up a DSMIG network group of healthcare 
professionals, who are specifically interested in 
the provision of adult services. Meanwhile the 
DSA information service deals with medical 
queries throughout the age range and has links 
with a number of professionals from adult 
services, including the DSMIG advice service for 
professionals. The DSMIG essential surveillance 
guidelines cover the entire age range and our 
website also includes information about some of 
the problems that may affect adults. 
“Resolving these 
conflicts is a 
challenge that 
can probably only 
be met, if we can 
develop a shared 
understanding 
amongst 
researchers, 
clinicians, and the 
children and families 
we aim to serve.”
These are outlined in the following article which we reproduce with permission from the
Down’s Syndrome Association Journal, Winter 05/06.
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Report from Conference held 31st 
March by the Down’s Syndrome 
Research Foundation at the Institute of 
Child Health, London.
Dr Liz Marder, Chair, Down’s Syndrome Medical Interest Group (UK)
lizmarder@dsmig.org.uk
The UK Down’s Syndrome Research Foundation (DSRF) is a UK charity 
dedicated to improving the lives of those with Down’s Syndrome (DS) through 
medical research. Their work has included promoting and part funding a study 
on vitamin and mineral supplements for children with Down’s 
Syndrome, run from the Institute of Child Health, and publication 
of a glossy pamphlet ‘Bright Beginnings’ for new parents of children 
with Down’s Syndrome. In this leaflet, they promote the idea of 
developing a few large specialist DS clinics in the UK, and imply a 
lack of services in this country. The conference’s aim was to bring 
over the team who have set up a specialist clinic in Nashville 
in the USA, to “educate us” about how this should be done, as 
well as to bring over some research experts from the USA.
Prior to the conference, I had been in correspondence with DSRF, 
in my role as chair of the Down’s Syndrome Medical Interest 
Group (DSMIG) UK, about their leaflet ‘Bright Beginnings’. 
The leaflet focused almost entirely on US services and literature, 
and failed to mention any of the services, support organisations or 
publications in the UK. We were concerned that it was both discouraging and 
misleading for parents of new babies with Down’s Syndrome born in the UK 
and Ireland. It was, therefore, with mixed feelings that I went to the conference 
- although DSRF had welcomed DSMIG members to attend as their guests. The 
conference was held on two days - for health professionals on the Friday, and for 
parents the following day.
The professionals’ day was opened by Sheila Shribman, National Clinical Director 
for Children, who gave an overview of current UK government health policy, 
including the NSF for children. She emphasised the benefits of locally managed 
clinical networks, with joint working across agencies, providing locally based 
services for children with disability. 
We were then shown a DVD from the USA, ‘Down’s Syndrome and the medical 
professional’, retelling parents’ experiences of being told the news that their child 
had Down’s Syndrome and drawing from this pointers to good practice. This was 
reassuringly familiar and similar to UK practice guidance.
This was followed by a series of presentations from members of 
the Down’s Syndrome clinic at Vanderbilt Children’s Hospital 
in Nashville:- Sheila Moore, director of Down’s Syndrome 
Association, Romney Snyder Croft, programme coordinator, and 
Robert Vandervoort, medical director. They described their set 
up of a one-stop Down’s Syndrome clinic, providing access to a 
range of health professionals in a single visit to their state-of-the-art 
children’s hospital, and their programme of health surveillance. This 
is a referral-only service, with ‘routine well care’ being provided by 
primary care physicians. They take referrals from all over the USA, 
with some families traveling up to 6 hours for their clinic visits. I 
was particularly interested to hear of the reasons that they felt people 
attended their specialist clinic - that is, about a third had specific 
medical problems, a third wanted to ‘keep up with the latest trends’ 
in medical care and a third were curious!
Question time followed this, which I had anticipated with some anxiety. I hoped 
Healthcare provision for people with 
Down’s Syndrome in the UK
Dr Liz Marder (Chairman) and Dr Jennifer Dennis (Director of Information) 
- DSMIG
In an ideal world, all healthcare professionals would have a detailed knowledge 
and understanding of all medical conditions. This is however impossible, and the 
NHS tries to meet the needs of people with a wide range of disorders, 
such as asthma and diabetes, by encouraging the development of 
special clinics and by issuing good practice guidelines. DSMIG is 
working towards the same level of provision and understanding 
for those with Down’s Syndrome.
DSMIG is a network of healthcare professionals, predominantly 
paediatricians, whose aim is to ensure equitable provision of 
medical care for all those with Down’s Syndrome in the UK and 
Ireland. We do this by disseminating to healthcare professionals, 
information about best practice medical care through the 
publication of guidelines, through our medical meetings, 
through our information and advisory service and through our website;
www.dsmig.org.uk. We collaborate with Down’s Syndrome support organisations 
in the UK and Ireland and work closely with the DSA.
There are now at least nine dedicated specialist clinics for children with Down’s 
Syndrome within NHS community child development services. These are 
in Nottingham, Oxford, Canterbury, Perth, Leeds, Northampton, Derby, 
Aberdeen, and Southwark. In many other general child development clinics, 
a Down’s Syndrome-specific care pathway is followed. All these services are 
multidisciplinary and have input from a wide range of professionals, such as 
physiotherapists and geneticists, as well as integrating with local education and 
social services.
However, as with all medical conditions, the overall situation is far from perfect 
and we are committed to helping empower parents to fight for appropriate care 
if they feel this is not being delivered locally. This is why we have 
produced the 20 page special Down’s Syndrome insert for the 
Red Book (the parent-held Personal Child Health Record or 
PCHR), which is given to all babies at birth.
The PCHR special insert contains additional information for 
parents and professionals, to help them maintain the health and 
well-being of babies born with Down’s Syndrome. In addition 
to general information, there is information about expected 
developmental progress, possible health problems, advice about 
feeding and growth, UK Down’s Syndrome-specific growth charts 
and a suggested schedule of health checks. The insert is widely 
available and should reach all families free of charge very soon after their child is 
born, through their midwife, health visitor or paediatrician (also see www.dsmig.
org.uk). If you have a child under age 5 and have never received a copy of the 
insert, please let us know on info@dsmig.org.uk as we are trying to find out where 
This  Conference report from Liz Marder refers to the difference between U.S. and U.K. provision for 
people with Down’s Syndrome. We felt that it would be helpful to include an oversite of U.K.services. 
“What about 
services for adults? 
We know that in 
many areas, this is 
a deep, dark hole 
in spite of our best 
efforts.”
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This is one subject on which I know all our readers will have views! Tam Fry’s article on the 
recommendations for measuring, published opposite, has responses from Helen Walters, Chair of the 
Expert Advisory Group and from Penny Gibson who is the RCPCH Obesity Advisor. As Chair of the 
Child Growth Foundation Tam has contributed much to Child Health, but his views are his own, and 
must be read alongside Helen and Penny’s contributions. Please do  
e-mail with “letters to the Editor” on this and any other Child Health topic,
Mary Jones - Editor
BACCH
special report
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A COMEDY OF ERRORS
On May 10th the Acting Permanent Secretary at 
the Department of Health [DH] admitted to the 
House of Commons’ Public Accounts Committee 
[PAC] that he doubted that the target to halt 
the year-on-year rise of obesity in children under-
11yrs was on track. Children Now quoted Hugh 
Taylor verbatim.  “We don’t know if we are going 
to hit it”, he said, “It’s true to say that the trend 
at the moment is going in the wrong direction”. 
This statement was immediately denied by a DH 
spokeswoman - but she would say that, wouldn’t 
she?
Against this level of confusion and contradiction, Measuring Childhood 
Obesity – Guidance to PCTs, the two part document issued by the 
Department in January and May, struggles to be taken seriously. Within 
a week after Taylor’s statement a workshop at the DH, called to swap 
notes on progress, broke up in polite disarray after hearing that all the 
PCTs in Oxfordshire, for starters, were going to ignore guidance and defer 
implementation. Unless funding was forthcoming, Oxfordshire implied, 
the Department could stick it. Phew!
The Guidance itself is not above stupidity and contradiction. People 
who know anything about growth monitoring were appalled when its 
January publication directed PCTs to measure children’s height only 
to the nearest half-centimetre. At a stroke it ensured that 80% of UK 
children would be recorded taller or shorter than they really are and, over 
time, this kind of error could be significant for younger children. May’s 
publication mercifully turns that advice on its head and now demands that 
measurements be taken to the nearest completed millimetre. The wording 
is underlined lest PCTs should miss the instruction and an example of 
how the data should be recorded is given in an Appendix. Unfortunately, 
the illustration is misleading, too, since it omits any need to record to any 
decimal place.
Another Guidance gaffe in January was to allow PCTs to choose which 
definition of overweight/obesity to use when reporting their BMI figures. 
Rather than simply stating that the 85th/95th centiles are to be used since 
they are the choice of Ministers, the document listed all 3 definitions 
currently going the rounds – the other two being the 91st/98th centiles and 
the IOTF cut-offs. BACCH readers will already know that a June 2005 
multi-disciplined workshop organised by the Child Growth Foundation 
sent Ministers a strong message by clearly voting for the 91st/98th definitions 
with Professor Sir David Hall emphasising that the DH ought to accept 
the vote. Furthermore, a leading public 
health doctor warned the DH against 
even mentioning any other definition. 
Prophetically she said that, if it did, 
the media and the food industry 
would rubbish the statistics. The food 
industry got in first and, in a March 
Millbank conference on childhood 
obesity, its spokesperson promptly 
used every figure he could to show 
that the epidemic was being hyped. 
The Sugar Bureau Spring Newsletter 
weighed in, too, by stating that the 
obesity epidemic was only half of its 
DH reported level.
The Guidance is pitiful when, whilst acknowledging that parents have a 
right to know their child’s height and weight measurements, it states that 
they should not be given them routinely. Fortunately common sense again 
prevailed when, at the back end of May, the Minister for Public Health 
overruled the advice of her advisers who fear that telling parents such 
information would stigmatise children and lead to them being bullied. 
Having heard the Chairman of the PAC, Edward Leigh, call some of the 
excuses being made “absolute nonsense” and “drivel”, it seems that the 
Minister went back to the drawing board. The outcome is that, from next 
year, parents may get letters applauding them if they are keeping their 
children in shape and pointing out the medical dangers if they don’t. Leigh 
has certainly pleased a mother who recently contacted the Foundation as 
a health professional and Obesity Lead in her patch. “Make no mistake 
about it”, she growled, “the Guidance is patronising guff. If anything 
happens to my child at school I want to know what it is!”. 
You won’t want me to go on because you’ll have got the message. Allow 
me, however, finally to bemoan the fact that the final error perpetrated 
by the Guidance is to ignore the considered advice of a second influential 
House of Commons’ Committee, the Select Health Committee. In 2004 
it recommended an annual BMI measure at primary school but all the 
Guidance requires is one at Yr R and Yr 6. It passes up the opportunity to 
monitor at ages when the literature confirms that schoolchildren are piling 
on the pounds. The UK hasn’t monitored the growth of its child population 
properly for the last 25yrs and now we have a huge obesity problem. We 
– you – must now bite the bullet, regularly monitor and intervene with 
any schoolchild who looks as if it’s headed towards becoming dangerously 
overweight. In fact, now there is to be a total ban on all junk food in 
schools, wouldn’t it be rather sensible to audit what effect the ban is having 
by introducing a yearly assessment?
Tam Fry, Honorary Chairman
CHILD GROWTH FOUNDATION
The Expert Advisory Group (EAG) for 
Measuring Childhood Obesity would 
like briefly to respond to the comments 
made by Tam Fry, all of which he 
is aware were discussed at some 
length during the preparation of the 
Guidance.
Measurement to the nearest half-centimetre: The 
guidance covers the monitoring of population levels of obesity. 
To that end it reflects the minimum theoretical degree of 
accuracy needed for that purpose. This is not the same 
level of accuracy that is needed in monitoring 
an individual child’s growth 
when the EAG is clear 
that measurement to 
the nearest 1 mm is the 
clinical standard expected. 
Additional guidance to 
PCTs is being given to 
clarify that the aim, in this population 
monitoring, is measurement to the 
nearest 1mm. 
Centiles: The guidance describes 
the variety of BMI cut-off points 
used in defining childhood 
obesity, recognising how 
different definitions are 
applicable to different 
populations and purposes. 
The link between morbidity 
and mortality and BMI is 
not as clearly demonstrated 
in children as in adults.
When the Department of Health analyses data for performance 
management purposes it will use the 85th and 95th centile of the 
1990 UK reference population, in line with the definition of the 
PSA target. These cut-offs were chosen, for the PSA target, as 
valid for population monitoring. Growth charts for individuals 
would not be expected to use these cut-offs as their purpose is 
wholly different.
Reporting of BMI: It is important to recognise the difference 
between monitoring populations and measuring individuals. 
The guidance clearly explains, in Appendix 3, why the annual 
measurement of individuals’ BMIs (i.e. screening for obesity) is 
not appropriate. This was made very clear to the CMO and the 
EAG by the National Screening Committee. The purpose of the 
measurement is not to identify individuals who have problems, 
as this is not supported by the evidence as being an effective 
way of tackling obesity. The measurement will help target 
population-level services, which the evidence does suggest will 
reduce obesity levels. It will also be available to evaluate those 
services and performance manage PCTs. 
Individual BMI values are 
difficult to interpret in children. 
There is currently no evidence 
that feeding back BMI to parents 
would have any benefits and good 
reason to think that this practice 
may cause more harm than good. 
Parents will be able to request 
their child’s height and weight 
measurements, and will be directed 
to discuss these with a school nurse or 
GP if they want further information.
The measurement of childhood obesity 
is a surprisingly complex area where a 
number of different agendas meet. The 
EAG has given the many different issues 
involved extensive consideration, taking 
account of the current evidence base, good 
practice and the opinions of a number of organisations 
and individuals.
As chair of the EAG I am confident that we have reached the 
best conclusion.
Dr Helen Walters
Chair of the Expert Advisory Group on
Measuring Childhood Obesity
helen.walters@etvs-pct.nhs.uk
“If anything 
happens 
to my child 
at school 
I want to 
know what 
it is!”
A critique of the guidance from Tam 
Fry of the Child Growth Foundation 
with responses from the Expert 
Advisory Group.
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As RCPCH Obesity Advisor and a 
member of the External Advisory Group 
(EAG) for measuring childhood obesity 
for the Department of Health, I have 
been asked to respond to Tam Fry’s 
letter “comedy of errors”.
I would prefer that this response was unnecessary and that 
his letter was not published, as I feel that BACCH should 
not demean itself by publishing this inflammatory and 
inaccurate document. I am totally supportive of Dr Helen 
Walters approach and response, also in this edition.  
For a more balanced description of the history and political 
imperatives behind the measuring children decisions, I 
refer readers to my letter in the last edition of BACCH 
news.
My main concern about Tam’s comments is that he still 
fails to understand the difference between:
	measurement for screening
	measurement for clinical assessment of an 
individual
	measurement for population monitoring
There is extensive evidence on the negative, unwanted 
consequences of ill thought through screening procedures. 
Although I would not rule out the possibility of screening 
for obesity being sensible in the future, at the moment, 
there are very strong grounds against it. We need to have 
effective, available and acceptable interventions before 
we can justify telling children and their parents that they 
are obese, unless they have come to us for help.
We are learning more about how to intervene constructively 
and there are some very promising research projects in the 
UK right now. Meanwhile we all need to use the existing 
evidence of what works, be more supportive of those who 
want to control their weight, whilst evaluating what we do 
in order to inform future developments.
By the time this is published, the NICE guidance on 
prevention and treatment of obesity will have completed 
its consultation phase in preparation for publication in 
November 2006. Please do look at the consultation draft 
on www.nice.org.uk for the summaries of evidence. Other 
useful tools include: 
	An Approach to Weight Management in Children 
and Adolescents in Primary Care. Prepared for 
RCPCH and NOF, 2002. Available on www.
rcpch.ac.uk or www.nationalobesityforum.org.uk
	Scottish Intercollegiate Guidelines Network. 
Guideline 69. Management of obesity in children 
and young people. A national clinical guideline. 
April 2003. www.sign.ac.uk
	National Health and Medical Research Council. 
Australia. Clinical practice guidelines for the 
management of overweight and obesity in 
children and adolescents. Also: Overweight 
and obesity in children and adolescents. A 
guide for General Practitioners. (Appx – weight 
management plan) www.health.gov.au/internet/
wcms/Publishing.nsf/Content/obesityguidelines-
index.htm
	Department of Health obesity care pathway and 
supporting materials, 2006.  www.dh.gov.uk/
obesity  
Dr Penny Gibson
Consultant Community Paediatrician
RCPCH advisor on Childhood Obesity
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the response continued
BACCH is at a turning 
point illustrated by 
the June EC meeting 
proclamation that 
BACCH has reached 
the ‘end of its 
adolescence’.  The size 
of the association (a 
stable membership of 
around 1200), current 
changes in the NHS 
and ever-improving 
communication 
between BACCH, its 
subgroups, RCPCH, 
BACCH membership 
& like-minded 
organisations mean that the BACCH EC will be 
reviewing the future strategic direction of BACCH this 
summer.
In turn, this makes it an exciting time to take on an active role within 
BACCH and shape the future direction of Community Paediatrics. 
The positions for which nominations are being solicited are listed below 
and additional information on the EC positions can be found in their 
respective reports for this edition of BACCH News. All posts are to begin 
in September 2007.  
EC OFFICERS
 4 year term of office, convenor & treasurer serve first year as officers 
elect.
Convenor
Treasurer
Assistant Convenor
EC Members with portfolio
Deputy Editor
 4 year term of office serving first year as Deputy Editor and thereafter 
as Editor
Trainees Rep
 3 year term of office or ceases when get 1st consultant post
 elected from all RCPCH Community Trainees (not just BACCH 
members)
Regional Coordinators (please contact current RC for 
further information)
BACCH currently has a very active network of regional coordinators who 
organise regional study days & events and keep members informed of what 
is happening in their area through BACCH News.
 Serve for 4 years.
 Send a deputy of their own choosing if they are unable to attend.
 Nominations are also solicited locally.
NW Thames: daniela.lessing@ealingpct.nhs.uk
Wessex:  valerie.shrubb@scpct.nhs.uk
SE Thames:  sarah.birks@ekht.nhs.uk
Mersey:  rosemary.jones@ccpct.nhs.uk
Oxford:  robert.finch@northantsheartlandspct.nhs.uk
Yorkshire:  anne.kelly@leedsth.nhs.uk 
Applicable to all positions:
 Elected by postal ballot in summer each year and the results 
announced at the AGM.
 Nominations solicited through BACCH News and the Website.
 All elections take place through the BACCH Administrator and 
Electoral Reform society.  In the event of only 1 name being submitted, 
no election will take place and the sole nominee will be deemed 
elected.  
All names should be submitted to the BACCH Administrator, with the 
name of a proposer, a seconder and a 200-word manifesto/mini-biography 
by 5pm Friday 21 July 2006.
If you would like more information about a particular position, do not 
hesitate to contact the current incumbent or the BACCH office.  Detailed 
job descriptions are available on request.
To BACCH members
As mentioned at the RCPCH Child 
Public Health/ BACCH session in York, 
and as part of the work programme of 
the BACCH Information Working Group, 
we are planning to run a workshop at 
the ASM led by Dr Cliona Ni Bhrolchain 
(Wirral) and Dr Fawzia Rahman (Derby) 
with the following learning objectives:-
1. Attendees will have a working knowledge of the way in which their 
work can be described in the light of major policy issues (NSF, ECM, 
Choosing Health)
2. To inform the development of an outcomes data tool for BACCH 
members to use as they wish for audit/business/teaching and training 
purposes
This will highlight, in particular, community paediatricians’ contributions 
to the health inequalities agenda, especially the safeguarding, special 
circumstances disability and mental health modules of the NSF and our 
contribution to multi-agency working, which are not reflected in current 
information systems. It is hoped this will inform systems developments 
across all the clusters, via the child health leads in each cluster, and 
the work of the Health Care Commission, who have  been invited to 
participate along with other major stakeholders.
A currently working example will be presented as a starter point for 
discussion. To inform the discussion, it is suggested that you use (obviously 
with no identifiable patient names) the enclosed coding key and clinic list 
for your next 20 consultations and return the sheets, along with comments 
to Andrea Drury at the BACCH office. 
The data will be entered and analysed by BACCH if received before 
21.07.06. The workshop will have a total of 60 places in two groups. 
Dr Mitch Blair on behalf of the BACCH Executive Working Group on Child 
Health Information
News News  News  News  
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I recognise the current experience of PMETB by many is negative. My 
own feeling is that this is due to lack of understanding of the process 
and indeed is premature. Personally, I think the contract needs to come 
first. In conclusion, I would call for 1) a contract with a proper career 
progression, 2) that SAS doctors find a place on equivalence committees so 
that non-training or experience in the future will be lost, 3) I call for the 
consideration of our contribution and our current difficulties by individual 
trusts who will be called upon to negotiate, agree and implement the new 
contract,  4) I look for a clearer understanding of the PMETB process to 
the specialist register and 5) I asked members to consider the possibility 
of our replacement name to be simple ‘Registrar’. This would distinguish 
it from Specialist Registrar and from GP Registrar. That name would 
replace all the current staff grades and trust grades etc. I recognise that the 
Associate Specialist group require individual planning.
Your feedback is invited at this critical time.
Mobile tel: 07971 169335
Work tel: 01752 314414
I am happy to receive feedback at any time and I look forward to meeting 
everybody at the BACCH September ASM.
Rosie Richardson, May 2006, SAS Rep.
condolden@aol.com
NORTH WEST
The North-West annual BACCH meeting was hosted by DrChris Howard 
and DrSuhail Ahmad on 19th May 2006 at the Professional Development 
Centre in Oldham. An eclectic programme was provided covering a wide 
range of topics including “The effects of Domestic Violence on children 
and their  families”, “Support packages for Children who are bullied” and 
“Integrated Services for Children with disability” amongst others. The 
presentations were well received by the audience of around 40 delegates 
and a lively discussion ensued around some of the more controversial 
areas. Earlier in the year we were asked to look at ways of linking up with 
colleagues working in SEN in the region to share ideas and educational 
sessions. Diane Whalley the NW  SEN Regional Partnership Facilitator 
came to the BACCH meeting to talk on “The SEN inclusion agenda” and 
gave a helpful exposition of the position from an Education standpoint 
and talked about health’s role in aiding the process. Also in the North-
West, a Cerebral Palsy Network group has been established by Consultant 
Community Paediatricians in Greater Manchester with colleagues from 
the therapy services and Orthopaedic surgery to look at the development 
of guidelines relevant to the management of children with physical 
disabilities. This group has met regularly at RMCH Pendlebury and 
has been a good source of education locally for those with an interest 
in Neurodisability. In addition Dr Hilary Smith was instrumental in 
organising  a Child Protection Study day on 31st March at RMCH 
Pendlebury which was aimed at Named and Designated Doctors for Child 
Protection in particular, but which proved popular with the wider body 
of Community Paediatricians as well. It is hoped to make this an annual 
event as there is a strong interest locally in education and training in Child 
Protection. In the North-West the links between BACCH, CPSIG and 
BACD members will hopefully remain strong with a good overlap in terms 
of attendance at the various different interest groups.
Dr Rob Downes NW rep
rob.downes@wwl.nhs.uk
WEST MIDLANDS
Firstly to update my last contribution to BACCH news I can confirm 
that the prize for best paper presented at the autumn research meeting 
was won by Joanna Garstang who had conducted a very well thought out 
News  News  News  News
prospective study of the use of melatonin; high-lighting an area where, up 
until recently, little research has been performed though a large number of 
us now use melatonin in our clinical practice. Jane Armstrong came a close 
second with another excellent presentation around training opportunities 
for paediatricians in child sex abuse examination and management. All 
papers were of a high standard and I would strongly encourage all trainers 
in the West Midlands to be pushing their trainees into submitting research, 
audit projects and MSc dissertations for this year’s meeting, which will be 
occurring in November.
The full programme for the summer meeting is just about to be circulated. 
It is based around children with complex needs including contributions 
from Lesley MacPherson in radiology, Ann Green, Consultant in 
biochemistry and Christine Olay, genetics, as well as a keynote lecture 
from Finella Craig, consultant paediatrician in palliative care from Great 
Ormond Street. Venue for the meeting is Bescot Stadium, Walsall on the 
5th of July.
Can I also take this opportunity to promote the West Midlands regional 
consultant community paediatricians meeting which have most recently 
been occurring after the regional CPSIG meeting at Sandwell hospital. 
All involved feel these meetings allow a vital opportunity for everyone to 
discuss important local and national issues but clearly the more that are 
able to attend the more relevant the meetings will 
become. Contact me for more information including 
time and place of the next meeting.
Dr David Lewis
david.lewis@wssa.wfpct.nhs.uk 
SCOTLAND
The SACCH Annual General Meeting and Scientific Meeting was held in 
Dunfermline this year and proved a valuable and enjoyable day. This year 
it was a joint meeting with the Royal College of Psychiatry, Children’s and 
Young People’s division, in order to explore the need for a joint approach to 
the provision of mental health services from our specialty groups. Feedback 
from those attending the Conference was very positive, with many ideas 
generated, in relation to joint care approaches and implications for training 
in CCH. We were fortunate that Dr Patricia Hamilton was able to join us 
at the Conference. During the AGM she gave an update on the progress 
of PMETB and proposed future training pathways, and contributed also 
as a keynote speaker at the meeting with a lecture on ‘The Child in Mind 
Project’. Dr Graham Bryce contributed the other keynote lecture on ‘The 
Strategic Development of CAMHS Services in Scotland’. The SACCH 
Prize for a clinical presentation went to the Borders group for their 
evaluation of their multi-agency approach to the treatment of children with 
ADHD.
During the AGM, SACCH members were also updated on the progress 
of the implementation of the new Child Health Surveillance Program in 
Scotland. Discussions took place on the proposed joint inspections planned 
across Scotland for Child Protection services, and the plan to develop 
specific courses for colleagues, in addition to the required basic training, 
to enhance practitioners’ forensic skills, to increase proficiency in Child 
Sexual Abuse examination, and develop better Court Skills.
We identified the need to ensure that CCH staff were able to adequately 
support the implementation of the Additional Supports Needs Bill. 
Training on the new Bill has moved forward in all areas, but there was 
concern whether the resources in terms of staff available could meet the 
expectations of Education for joint working.
SACCH continue to contribute views on national developments in 
Scotland, and members should be aware of the important consultation 
currently underway on the implementation of the Children and Young 
Peoples Strategy in Scotland, ‘Delivering A Healthy Future’. It would be 
helpful if copies of your response, or comments could be sent by e-mail to 
our administrative secretary, IsabelCampbell@fife-pct.scot.nhs.uk to ensure 
the executive is informed and able to represent the views of our members in 
our SACCH response.
In 2006 our joint meeting with the Scottish Paediatric Society will be the 
St Andrew’s Day Symposium on 24th November 2006, in the College in 
Glasgow and I hope as many colleagues as possible will attend and put 
forward cases for presentation. 
The next SACCH AGM and Scientific Meeting will be Friday 2nd March 
2007.
We would be delighted to welcome colleagues from other parts of the U.K. 
and the Republic of Ireland to that meeting.
Patricia D. Jackson, Chair SACCH
patricia.mcclure@btinternet.com 
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Staff and Associate Specialist
Report
I was asked to give a presentation 
and lead a debate on the BMA SAS 
contract.
At the time of going to press of course there is no 
contract. So why do we need one? Firstly, we are the 
last group of doctors to get one and we are probably 
the most varied and pot-complex group. We need 
a contract a) to improve the status and to value 
our work, b) to provide a career pathway and progression, c) to improve 
job planning, d) to increase clinical autonomy where appropriate and e) 
without all of these we get professional stagnation, which produces doctors 
with low self-esteem and poor self-image.
I ask you to consider the size and diversity of this group. There are in excess 
of 12,500 of us. There has been little formal review or audit to understand 
the type and the extent of work we do, however a 2004 survey showed 
that there at least 693 paediatric SAS doctors which constitutes 29% of 
all paediatricians (excluding training grades). The contribution of such a 
significant percentage must be acknowledged. In my time working with 
BACCH so far I have learnt of the diversity of this group’s:
a) experience 
b) expertise (from a full range of post registration degrees to complete lack 
of post registration formal jobs) 
c) length of service (up to 30 years or more) 
d) job load (from a single clinical week to a full time 11 sessions acute 
rota) 
e) the degree of autonomy (from lack of expectation even of prescribing to 
full autonomy with an own list) and
f)  the ability to access CME, CPD, audit, governance etc.  
This last, of course, impacts upon the appraisal process.
This diverse group of doctors, in some cases, has developed an expectation 
through PMETB to a label of longevity through achievement of a name 
on the specialist register. This expectation must be driven by expertise. I 
shared the aspirations of the Plymouth Hospitals NHS Trust Charter with 
the meeting.
Charter of SAS doctors Plymouth Hospitals NHS Trust 2003:
Doctors in the Staff and Associate specialist group (SAS) formally 
described as non consultant career grade doctors, are senior hospital doctors 
comprising associate specialists, staff grades, clinical assistants, hospital of 
practitioners and other non standard, non training Trust grades. Plymouth 
Hospitals NHS Trust employs a substantial number of SAS doctors and 
wishes to provide a working environment which recognises their diversity 
of background, the major contribution they make of delivery of care to 
patients and one which adequately rewards, motivates and develops such 
an essential group of doctors. The Trust is committed to ensuring that 
the role of SAS doctors employed by the Plymouth NHS Trust is fully 
acknowledged and respected by the management, colleagues and patients.  
In order to deliver this aspiration the following recommendations have 
been agreed by the Trust and doctors’ representatives following discussion 
within the medical staff panel.
One of the major concerns for SAS doctors is the evaluation and retrieval of 
figures for the work done. This, of course, is not necessarily in the interest 
of our consultant colleagues.
But we recognise the privilege we have in the flexibility of our work 
programmes and we would want this flexibility to continue. We do not 
think that the current workload can be managed by anything but a group 
of flexible, motivated doctors with appropriate expertise. We applaud the 
work and discussions currently in progress and continuing to achieve this.
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Web watcher
The BACCH website has had some recent additions you may wish to refer to. Firstly, within the training 
section is an update of CPD requirements, including a link to the college site for those who have not already 
done so to register for their CPD scheme. We would strongly encourage all community paediatricians 
to register with a CPD scheme. Other colleges do also run similar schemes and your submissions are 
intermittently audited.
The conferences section is regularly updated with information on the latest BACCH and RCPCH meetings 
as well as other meetings felt to be relevant to community paediatricians. 
Soon to be added will be information on the submission process for national clinical excellence awards including application 
forms and criteria.
Another addition which I hope will become popular will be a discussion forum. This will be for members only and will allow 
for critical debate around the many contentious political movements recently, as well as other matters including clinical 
conundrums that any members of BACCH feel fit to post. As part of this process a database of members is soon to be 
created within the website and you will in the future need to log on with name and password to access this new area. More 
information about the practicalities of this will be made available nearer to the time of launch.
As ever, if members feel anything is missing or would further advance the usefulness of the website please make contact.
Dr David Lewis
david.lewis@wssa.wfpct.nhs.uk
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The invited speaker gave us a competent 
and encouraging account of the Common 
Assessment Framework (CAF). Why then did I find 
myself reacting so negatively to the whole idea? 
I am fully committed to effective inter-agency 
working for the benefit of children and families. 
Why do I still think that CAF will not work, even 
after reading more about CAF on the excellent 
website?
http://www.everychildmatters.gov.uk/
deliveringservices/caf/
Reflecting on my almost allergic reaction to CAF, I realise that I have been 
primed by previous exposure to similar ideas. Ten years ago, we put a lot of 
time and effort into a local inter-agency initiative called “LINCS” (Leeds 
Integrated Needs Children’s System) which never got off the 
ground. More recently we have managed, with a lot of patient 
cajoling from our colleagues in social services, to implement 
successfully a local Disabled Children’s Integrated Needs 
Assessment (DCINA). My objections to CAF are about:
Complexity
Children and families who need help commonly have quite 
complex needs.
Systems have evolved to meet those needs. In health care 
we have a somewhat blunt, but reasonably effective tiered service whether 
it is the traditional primary/secondary/tertiary approach of the physical 
health services or the tiers of CAMHS. There are levels of competence and 
facilities within each tier of the system.
Competence
If it is going to be useful, CAF requires a level of expertise that may not be 
held by the person completing it. Otherwise the child/family may be sent 
in the wrong direction. The guidance states clearly that someone should 
not complete the parts of the form they are not able to, but how do I know 
that I lack the competence to fill in part of the form? The “Common Core 
of Skills and Knowledge for the Children’s Workforce” should, in theory, 
solve this problem – but the training required to bring all professionals 
working with children up to this level will be considerable. 
Coherence
CAF should not be used if an existing referral system exists. Therefore it 
should be used for children and families with unmet needs. If our local 
generic CAMHS service cannot meet the needs of a child with moderate 
learning difficulties and behaviour problems and his learning difficulties 
are not severe enough to meet the criteria for the learning disability team, 
do we want another form highlighting this need or would we prefer the 
money to be spent on providing a service? Who takes responsibility for 
unmet needs?
Conclusion
CAF is a well-meaning attempt to simplify processes for children and 
families with needs. We need more effective care pathways and inter-
agency networks. I think that CAF will distract us from developing these, 
rather than assist, as it is supposed to do. I was relieved to read in the 
latest guidance that CAF will not be compulsory. Areas will be inspected 
(by Joint Agency Review) on their integrated systems to meet the needs 
of children and families. The challenge is to make local systems work for 
children. 
PS. The only component of “LINCS” that we still use is an “action plan”. 
Professionals write down what they are going to do and by when 
–  now that is useful for families!
David Cundall, Consultant Community Paediatrician, Leeds.
david.cundall@leedsth.nhs.uk
Dr Catherine Powell is a Senior Lecturer at the 
University of Southampton School of Nursing 
and Midwifery. During the time the CAF was 
developed and trialled, she was Nurse Advisor for 
Children and Young People at the Department 
for Education and Skills 
It is understandable that concerns may exist when a new process 
is introduced and it is important to address these. First, it 
is important to set the context. The Common Assessment 
Framework (CAF) is not a standalone process, but a 
key component of the Every Child Matters (ECM) 
programme which sets out to improve the life chances of 
all children and young people, to reduce inequalities and 
to help to achieve the outcomes derived from consultation 
with children and young people themselves: to be healthy; to 
stay safe; to enjoy and achieve; to make a positive contribution; and 
to achieve economic well-being. 
Every Child Matters 
ECM is an ambitious programme that involves everyone who works 
with children, young people and families whether they are employed or 
volunteers; not just in health and social care; but education; early years and 
childcare; youth offending; police; youth support and Connexions services; 
advisory and support services; and leisure. One of the key aims of the 
programme is to provide tools to enable frontline staff across these services 
to work together more effectively and to help to ensure that children and 
young people receive timely intervention and support for any additional 
needs. The CAF is thus a tool that can be used by practitioners in England, 
across all agencies delivering services to children.  
CAF development process
Development of a common assessment process was one of the 
recommendations of Lord Laming’s report into the death of Victoria 
Climbie. The CAF was developed by combining the underlying model of 
the Framework for the Assessment of Children in Need and their Families 
with the main factors used in other assessment frameworks. In common 
with the Framework CAF has been designed to identify the family’s 
strengths as well as needs of the child or young person. CAF has been 
further developed and refined through consultation with a wide range 
of stakeholder groups and a detailed evaluation of local authority trials. 
Indeed, approximately two-thirds of local authorities and their partners 
have already started to introduce a CAF process. The CAF is therefore a 
tried and tested process and there is emerging evidence demonstrating its 
effectiveness.  
Summary of the CAF trial evaluation
Detailed evaluation of the CAF alongside the role of lead professionals was 
carried out in 12 local authority areas:   
 More than half said implementation had improved multi-agency 
relationships
 75% said that it would lead to better outcomes for children
 72% rated the training very useful
Training
Not everyone in the children’s workforce will be required to have the 
expertise to complete a CAF but all should know where to go to get one 
completed. Local authorities are responsible for providing CAF training for 
all relevant practitioners in their local workforce; over 2000 CAF trainers 
have already attended ‘train the trainer’ courses with literally thousands of 
frontline staff already benefiting from subsequent training. Feedback on 
the courses was overwhelmingly positive. 
Referrals
Evidence from the evaluation of the trials has shown that where a CAF 
has identified that a referral to another service is necessary the referrals are 
more evidence based. Any specialist assessment that follows can build on 
the information already gathered for the CAF rather than starting from 
scratch. This can reduce duplication, not only for the practitioner, but more 
importantly for the child, young person and their family. Frustration at 
having to repeat ‘their story’ over and over again was a message that we 
heard frequently in our consultation.
In some cases the child or young person’s needs may be able to be identified 
without the completion of a CAF and, in those instances, the referral 
process remains the same. The CAF would only be completed if the unmet 
needs require clarification.
Conclusion
The CAF is not compulsory, but the early evidence from the trials has 
demonstrated that it is emerging as an effective tool that can help identify 
unmet needs at an early stage thus leading to more appropriate and timely 
referrals and contributing to more effective integrated service delivery. I 
anticipate that this may well reflect Dr Cundall’s welcome call for more 
effective care pathways and inter-agency networks.
www.ecm.gov.uk
CAF: Managers’ guide
CAF: Practitioners’ guide
Lead professional: Managers’ guide
Lead professional: Practitioners’ guide
CAF and lead professional evaluation report
Training materials
Case studies
Fact sheets
 
The Common Assessment Framework: 
will it work?
“In order to respond to David’s points, Anne 
Gallagher from the Dfes has 
obtained the views of another user - Dr 
Catherine Powell, who is a Senior Lecturer 
at the University of Southampton School of 
Nursing and Midwifery”
Children with special 
needs: co-ordinating 
education, health and social 
care.
Thursday 14 September 2006
A one day conference organised 
by The Royal Society of 
Medicine: Wessex Region
Venue: Lees Lecture Theatre, Talbot Campus, Bournemouth University,
Fern Barrow, Poole BH12 5BB
Accreditation: CPD: 5 credits
This one-day conference will explore ways in which children’s agencies could 
collaborate to ensure that physical and mental difficulties are identified at an 
early stage. Proposals for adopting optimum care and educational strategies for 
children and parents will also be discussed.
Topics will include ‘The first signs’, ‘The impact of the Hall Report’, ‘Young 
offenders - a further cause for concern’, ‘A parent’s view’, ‘The real world 
of the classroom’, ‘The importance of therapists’, ‘The parent as expert’, 
‘The multi-agency approach’, ‘The role of the doctor’, ‘The way forward - a 
summing up’.
For a full programme and online registration, visit:
http://www.rsm.ac.uk/academ/A10_children.htm
Or contact:
Simon Timmis, RSM, 1 Wimpole Street, London W1G 0AE, UK
Tel: +44 (0)20 7290 2980  Fax: +44 (0)20 7290 2977
Email: simon.timmis@rsm.ac.uk
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When handed 
the book for 
the first time 
after I agreed 
to review it, my 
first thought was 
that it seemed a 
bulky document 
which might be 
rather daunting 
for a parent of a sick or recovering 
child to read. However, my fears were 
quickly allayed once I began to read. 
The contents pages and chapters are 
extremely well laid out with tabs 
indicating the beginning of different 
chapters, therefore making it easy for 
the reader to flip back and forth in 
order to find relevant information. 
It is a book that is visually reader 
friendly. There are clear titles at the 
top of every page, with subheadings 
and bullet points breaking up the 
fairly detailed and, at times, rather 
scientific text. Textboxes are used to 
summarise definitions of terms and 
salient points, with a glossary at the 
end of the sixth and final chapter.
The contents of the book cover the 
stage of the acute illness in hospital 
rapidly taking one through the effects 
of the illness, with a broad, yet detailed 
overview of the effects of encephalitis 
on the child, the pathway through 
the services, including education, and 
finally fairly extensively exploring the 
impact of the illness on the family as 
a whole.  
At the end of the first chapter is a 
flow chart that gives a useful over 
view about the child’s journey from 
the initial symptoms of the disease, 
through admission to the acute ward 
or Paediatric Intensive Care Unit, 
concluding with the discharge home 
and rehabilitation in the community. 
My only criticism of the flowchart 
is that, whilst doing a great job of 
simplifying the pathway for parents, 
it gives the impression that all services 
work in a set way. It would have been 
useful for the authors to have stated 
that the purpose of the flowchart is 
to serve a generic pathway through 
but that services vary widely. In the 
current climate of inclusion, not 
every child who is referred to the 
Local Education Authority following 
rehabilitation from encephalitis will 
be issued with a Statement of Special 
Educational needs as is suggested.
I have no other criticism of the book. 
Complex medical terms are explained 
in the glossary and information 
is provided about contact details 
for support groups. Finally, lists of 
further reading material are also 
included. I am impressed at the detail 
in the book. It is extremely well 
written, the focus being to empower, 
support and inform parents who have 
just seen their child weather a horrific 
illness and emerge a very different 
child, with needs they could never 
have envisioned. It comes highly 
recommended. A pocket version 
translated in other common languages 
should be the next endeavour of the 
authors.
Well done.
Published by the
Encephalitis Society
ISBN: 0-955180-0-4 978-0-9552180-0-2
Dr Ngozi Oluonye
Consultant in Community Child 
Health
Edwin Lobo Centre
Luton Teaching PCT
Bedfordshire, UK.
14th May 2006
Encephalitis, a parent’s handbook
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I hope you all had a good 
spring. I’m back from 
leave and it’s time to write 
my regular update on 
relevant issues for trainees 
and trainers in community 
child health.  
 
TRAINING IN COMMUNITY CHILD HEALTH
Keeping our database of trainees and trainers up to date is a constant 
struggle so a big thank you to all those who have completed update 
forms. Please remember that if you are a Specialist Registrar who is 
aiming for a consultant post in community child health that you 
should let the College know, through the office for higher specialist 
training, that this is your intention. You are allowed to change your 
mind at a later date but this is the best way we have of knowing how 
many trainees we have in post, of letting you know if critical changes 
are in the pipe line and for manpower planning purposes. In the near 
future we will also be contacting programme directors and regional 
advisors to check that we have accurate information about both 
trainees and trainers.  
PMETB
PMETB (Postgraduate Medical Education and Training Board) 
has been up and running since September and, as I have explained 
previously, has become the body responsible for the specialist training 
of doctors and for ensuring that doctors have reached a level of 
competence appropriate for inclusion on the register. They have 
also started to visit centres to quality assure training programmes, 
replacing the previous visits programme which was run and co-
ordinated by the College. The perceived value of these visits has been 
variable and is under review. If you have any concerns about the 
training in your centre and have been unable to make progress at a 
local level, please contact me (e-mail below).       
PROCEDURE FOR APPROVING NEW TRAINING 
POSTS/PROGRAMMES 
I have received a number of enquiries about the procedure for 
establishing new training posts and getting them approved. Firstly, 
you need complete the PMETB approval forms which can be 
obtained from the College. Then you need to get approval from the 
Regional Advisor. Posts in community child health will also need 
approval from CSAC. In order to do this, we will send you a virtual 
visit form to be completed by the trainer and by the trainee if there 
is one in post. The paper work is then submitted to PMETB for final 
approval.
COMPETENCY UPDATE
As I have explained in previous newsletters, we continue to work on 
the competences required at all stages of training for all paediatricians 
and for those specialising in community child health. The documents 
on basic and core training are available on the RCPCH website and 
those for higher specialist trainees will be published later this year. 
These competences relate to the new run through training grade and 
all curricula will need to be submitted to PMETB. The College are 
also developing assessment materials to cover the standards against 
which future trainees will be assessed. These competency documents 
provide a useful source of reference for current trainees and trainers. 
However, remember that those currently in post are being trained 
on a time, rather than competency, based programme. Therefore 
to gain your CCT you continue to need to demonstrate that you 
have covered the “old” syllabus which can be found on the BACCH 
website. 
WEBSITE 
Keep an eye on the training section of the BACCH website as over 
the next few months we will be posting a number of new documents 
there. This will include job descriptions and a range of related 
materials. This is a time consuming process and if anyone would 
like to help, suggest materials that they would find useful or let me 
know if the posted materials are helpful or not, then I would be very 
pleased to hear from you.    
AND FINALLY…
 I am running a workshop at the ASM in Reading on Thursday 
21st September. 
 As always I can be contacted at 
 gabrielle.laing@chpct.nhs.uk 
 and the training advisors at 
 Cliona_Nib@lineone.net 
 or
 david.vickers@southcambs-pct.nhs.uk  
Gabrielle Laing , CSAC Chair   
gabrielle.laing@chpct.nhs.uk
TRAINEE NEWS
At our most recent BACCH Council meeting we have just had 
an interesting and lively debate surrounding the impact of “Our 
Health, Our Care, Our Say” on community paediatric services. It 
did raise more questions than answers, but we will have to be very 
clear to commissioners about exactly what service we provide. At the 
next meeting in July, we will be discussing the strategic direction 
of BACCH. This will be your chance to have a say on the future 
direction of BACCH and I am sure your views will be welcomed by 
the committee. If you would like to make an impact on the way in 
which BACCH can work for you, both as a trainee and as a future 
consultant, now is the time to speak up.
I hope you have found some time to look at the BACCH website. 
There will soon be a members’ discussion area, which should provide 
a quick and easy way of networking with colleagues across the 
country.
The college keeps a database of community SPR trainees. If your 
name is not down yet, please make yourself known to the HST 
office. 
I am now in the seemingly endless task of applying for a CCT 
and will be taking up a consultant’s post this autumn. This means 
that the EC are now recruiting a new trainee representative (two if 
possible!).
It is a fabulous opportunity for those of you in years 3 to 5 of 
training. It has provided me with a good insight into management at 
College level and has ensured the views of trainees are heard within 
BACCH and the RCPCH (they do listen!). I have really enjoyed my 
time as trainee representative and strongly encourage you to apply.
Do e-mail me if you have any questions about this or anything else 
you would like me to discuss at the next EC.
Dr Jo Cockeram, Trainees’ Rep
joanne.cockeram@stgeorges.nhs.uk
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Communicating Through Movement: 
Sherborne Developmental Movement – towards a 
broadening perspective by Cyndi Hill
As a Speech and Language Therapist 
working with Developmental 
Movement Play, it was a joy to read 
this book which outlines the nature 
and origins of the work and proceeds 
to identify theories which underpin 
it. Veronica Sherborne trained as a 
teacher of physical education and 
dance. While studying at Bedford 
College of Physical Education, she 
was taught by Rudolf Laban. His 
movement analysis and philosophy of 
‘free dance’ had a profound effect on 
the development of movement and 
dance in this country. His theories also 
had a powerful effect on Sherborne. 
Following posts as lecturer in Dance 
at Bedford and Bath, she worked as 
a movement therapist with people 
suffering from severe depressive 
illnesses. Both she and Laban had an 
interest in the psychological impact 
of movement and this became the 
starting point for her future work. 
She subsequently had a monumental 
influence on special education in the 
‘60s and ‘70s, working with children 
who had previously not been seen in 
the school system. In response to her 
approach, children were beginning 
to engage, acquire communication 
skills, experience physical activity and 
have fun. ‘Relationship play’ or as it 
ultimately became known - Sherborne 
Developmental Movement (SDM) 
was born.
Laban had proposed that all human 
activity is the result of an innate need 
to explore, experience and expand 
one’s knowledge of self. Sherborne 
pursued this philosophy while 
working with students – enabling 
them to feel at ease within themselves, 
comfortable in their own space and 
confident working with each other. 
She studied the natural, simple 
movements of the developing infant 
and encouraged these to promote 
confidence in the body, awareness 
of three-dimensional space, the 
freedom to explore relationships and 
communicate through movement.
Today, one might expect these 
concepts to be common place but 
ironically, with the strictures of 
the National Curriculum, physical 
movement in its purest sense and 
the Arts, as a source of imaginative 
expression have, until very recently, 
been marginalised. 
There are 3 main objectives to the 
book. The first highlights theories 
which substantiate and support 
Sherborne’s working methods. These 
range from Piaget and Laban to 
Shaffer and Dunn. It would 
appear that Sherborne 
worked very much from 
‘the heart’. She based 
her methods of working 
upon her wide experience 
of movement, dance and 
child development. She 
was a ‘reader of people’, 
intensely sensitive 
to their actions and 
reactions, developing and 
expanding her approach 
according to their 
responses. Her thoughts and findings 
were only recorded in 1990 in her 
book ‘Developmental Movement for 
Children’. In a world where efficacy 
must be quantified and recordable, it 
is increasingly important to set SDM 
on a sound theoretical footing.
The second objective addressed 
is the progression of the work 
and its practical application in a 
range of settings. There are helpful 
recommendations for setting up 
and running sessions. Contributing 
authors from varying disciplines 
including physio and occupational 
therapies, a community dancer, 
teachers of physical education, speech 
and language therapists, lecturers in 
teacher training, and professionals 
working in special needs or residential 
care, expound on the relevance of 
the work in their respective fields. 
The variety of agencies represented 
indicates the potential of SDM.
The author sets out a series of tables 
which demonstrate how SDM can 
support the QCA guidelines for 
English, Maths, Science and Physical 
Education with examples up to Key 
Stage 3. The challenges of inclusion 
are also discussed.
Reference is made to the value of 
SDM as a team building tool as 
demonstrated with student teachers 
at the University of Bristol. Initially 
offered as an activity of choice prior 
to graduation, the session was so well 
received, it was introduced at the 
beginning of the next course as a 
means of rapidly establishing a group 
identity.
From personal experience, 
D e v e l o p m e n t a l 
Movement Play proved 
to be a successful team 
building exercise with 
the staff at my Sure Start 
Children’s Centre and 
equally appreciated by 
Speech and Language 
Therapists during a 
training day. 
Objective 3 of the book 
considers frequently asked 
questions and outlines a number of 
recent and ongoing research projects. 
The SDM Movement/Science 
project is particularly interesting. The 
author comprehensively sets out four 
progressive stages of experiences plus 
the SDM Assessment Procedure for 
those who have had training in the 
programme.
Not the ultimate solution for 
everyone, SDM is nevertheless an 
alternative mode of engagement. 
Balancing theory, practice and current 
research, this excellent book provides 
valuable insight into the subject. 
Published 3 March 2006  £14.99 
ISBN 0-9550568-0-2 
Dorothy Baird, SALT, SureStart.
dorothy.baird@surestartscarborough.co.uk
“…physical 
movement in 
its purest sense 
and the Arts, 
as a source of 
imaginative 
expression, 
have, until very 
recently, been 
marginalised.”
BACCH
book reviews
BACCH
book reviews
22 23
Altered Images
Becoming Parents of Our Disabled Children
This is a 
book written 
by a parent-
led self-
help group 
in North 
Yorkshire.
Described as 
a collection 
of writing 
about being 
and becoming parents of disabled 
children, the book reflects the 
character of the different authors 
and the different journeys they have 
taken with their children. Not all the 
children have survived.
It reflects the diversity of views 
and the kaleidoscope of different 
emotions often held simultaneously, 
as parents face the harsh reality that 
fate has given them. It is divided into 
different sections corresponding to 
the stages of that journey, concluding 
with “The job of a lifetime”, an ideal 
job description of such a parent.
It initially reminded me of Daniel 
Defoe’s Robinson Crusoe writing 
his will while on the desert island, so 
that by putting his thoughts down 
on paper, they no longer affected his 
mind. There, after all, is a healing 
that comes from writing. However, it 
is evidently clear that the parents have 
been profoundly affected by their 
journeys and realistically hope that 
this book will positively affect the 
minds of others presently ignorant or 
holding positions too often buttressed 
by platitudes and condescension.
There are many different styles, 
autobiographies, poems and what are 
described as “opinion pieces”.
All but one of the authors are female, 
one of whom is anonymous. The 
writing at times is raw but never 
less than powerful. There are many 
striking vignettes and I will mention 
just three:
A mother applauds the candour of an 
orthopaedic surgeon “Twenty years 
ago, when Tom’s orthopaedic surgeon 
held that tiny deformed foot in his 
hand, he told Tom it was a cruel 
world. He turned to me and spoke 
with a directness that most doctors 
seem afraid of. We spoke the same 
language”.
Star Boy, a story of David, a little boy 
with Down’s Syndrome, written by his 
father (striking a chord with BACCH 
members, Star emblem after the Star 
Thrower story) “Some bonds cannot 
be broken by death. The oneness of 
love and family seemed unbreakable 
before the humility and eternity of 
the altar. He will always be my son, 
always a brother, always the first-
born and always part of our family. 
And I will be his father for eternity.” 
This contrasts strongly with David’s 
mother’s letter “Dealing with God” 
concluding with “Makes no sense. 
Full stop.”
As parents, paediatricians and 
human beings, we continually strive 
for answers that are beyond our 
understanding. One of the bereaved 
parents draws comfort not 
only from not having 
answers, but having 
reached a stage where she 
feels she no longer needs 
them. This is something 
of course we all have to 
sort out for ourselves and 
come to a solution we can 
individually live with.
I found it a book I 
could only take in small 
portions, rather than read 
from cover to cover at a single sitting. 
That is not in any way to undervalue 
it, but rather because it forced me to 
think and consider from the parents’ 
perspective.
I would have liked more articles 
from fathers, and also on the doctor’s 
journey, as relationships between the 
doctor, the child and their family, 
ideally mature through trust and 
growing friendship and how they 
can continue beyond the death of the 
child.
The sections on education I found 
particularly enlightening and the 
evolution of the debate, from special 
education to full-on inclusion 
irrespective of the needs of the child 
is poignantly put.
It is clear that parents of children 
with special needs value two distinct 
types of honest conversation, the 
first with the professionals who are 
charged with managing their child, 
the second with parents who have 
been down this road before them.
I believe that this book does what it 
says in being what the authors would 
have wanted to have read when 
they first started on their journeys. 
It emphasises the harsh reality, the 
inescapable suffering and frustration, 
with no miracle doctor or cure on 
hand to heal.
The hard and all too-often undervalued 
(from Society’s perspective) burden 
that it places on disabled children and 
their carers is also frankly stressed, as 
are the authors’ reasons for 
their contributions and 
for some, their on-going 
personal difficulties.
Whether it can 
be described as an 
important contribution 
to disability literature, I 
believe it is far too soon 
to tell. Nevertheless, I 
would unhesitatingly 
recommend that 
Paediatric Departments 
purchase it for all their staff to read 
and also to have it available for parents 
or prospective parents, (where there is 
a confirmed antenatal diagnosis), to 
read at the start of their journey with 
their own “Star child”.
Published May 2006 
ISBN 0 9552146 0 2
Andrew Williams, 
Northampton General Hospital
anw@doctors.org.uk
“As parents, 
paediatricians 
and human 
beings, we 
continually strive 
for answers that 
are beyond our 
understanding.”
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BACCH Annual Scientific Meeting, Reading University 20th-21st September 2006
‘New Problems, New Solutions’
For online registration & abstract submission and programme updates, visit the BACCH website www.bacch.org.uk
Forms can also be downloaded or requested from the BACCH office
BACCH Annual Scientific meeting 2006
BACCH Office Tel: 020 7307 5625    Fax: 020 7307 5601    bacch@rcpch.ac.uk    www.bacch.org.uk
From the Academic Convenor
Wednesday 20 September    DAY ONE 
9.30 Coffee and registration
10.00 Welcome - Dr Richard Reading, BACCH Academic Convenor
10.10 Keynote lecture
 The Medicines for Children Research Network - our chance to 
improve treatment for children
 Professor Rosalind Smyth, Brough Professor of Paediatric Medicine, 
University of Liverpool, and Director of Medicines for Children Research 
Network
10.50 Child Public Health keynote lecture
 Using routine data as a child public health diagnostic and research 
tool- the example of childhood obesity 
Dr Ian Buchan Senior Lecturer in Public Health Informatics, University 
of Manchester
11.30 Coffee and exhibition
12.00 Free paper session, chair TBC 
  4 Free Papers (each 15 mins)
1.05 Lunch, posters and exhibition 
2.00 - 3.00 Workshops  
 
 Early diagnosis and early intervention in CFS/ME - whose 
responsibility is it? - Dr Helen Venning, Consultant Paediatric 
Rheumatologist, Nottingham
 Incorporating children’s rights into practice and teaching - Dr Tony 
Waterston, Consultant Paediatrician, Newcastle-upon-Tyne
 The RCPCH training scheme for child protection - Dr Neela Shabde, 
Consultant Paediatrician, North Tyneside and Ms Sue Wieteska, CEO, 
ALSG & Project Manager Child Protection Training Programme
 Transitional healthcare for adolescent patients with a chronic 
condition - Dr Janet McDonagh, Senior Lecturer in Paediatric and 
Adolescent Rheumatology, Institute of Child Health, Birmingham 
Children’s Hospital 
 Rapid assessment of evidence to answer clinical questions - Professor 
Stuart Logan, Penninsula Medical School, Exeter
 Connecting for Health - what’s in it for community paediatricians? 
- Dr Cliona Ni Brolchain and Dr Fawzia Rahman 
 The British Paediatric Surveillance Unit and Community 
Paediatrics - Mr Richard Lynn, BPSU scientific coordinator
3.10 - 4.10 Workshops (as above)
4.30 Tea and exhibition
4.40 - 5.20 Keynote lecture, chaired by Professor Alan Emond
 New challenges for paediatricians in family justice
 Professor Judith Masson, University of Bristol
5.30 - 6.00 BACCH Annual General Meeting
8.00 Dinner (Bar opens at 6.15pm) 
9.30 Steve Salfield and the Back Seat Jivers
Thursday 21 September    DAY TWO 
8.30 Coffee and registration (2nd day attendees)
9.00 British Academy of Childhood Disability Keynote lecture,   
chaired by Dr Jane Williams TBC
9.40 Parallel sessions: 
 Free Paper Session, chair TBC
  4 Free Papers (each 15 mins)
 Personal Practice Session, chaired by Dr Annabelle Bundle
  PP Paper 1 (each 15 mins)
10.55 Coffee and exhibition 
11.20 Child Protection Special Interest Group Session on Neglect, 
chaired by Dr Jacqueline Mok TBC
12.00 Workshops  
 Early support - is a programme supporting families with a disabled 
child effective? - Professor Alys Young, Manchester 
 Training in Community Child Health: Update for trainees and 
trainers- Dr Gabrielle Laing, Consultant Paediatrician, City & Hackney 
PCT
 Delivering genetic diagnoses in developmental disorders - parents 
views - Dr Hilary Burton, Consultant in Public Health Medicine, Public 
Health Genetics Unit, Cambridge Genetics Knowledge Park and Dr Moira 
Pinkney, Consultant Paediatrician, Ipswich
 Epilepsy: new syndromes, new therapies - are things really 
changing? - Dr Richard Beach, Consultant Paediatrician, Norwich 
 Counselling parents about immunisation - Dr Helen Bedford, Senior 
Lecturer in Community Child Health, Institute of Child Health 
 An update on management of ADHD - Professor Chris Hollis, 
Consultant Child Psychiatrist, Nottingham
 Treatment approaches to cerebral palsy - Dr Elspeth Will, Clinical 
Specialist Paediatric Physiotherapist, Evelina Children’s Hospital, Guys & 
St Thomas 
1.00 Lunch, posters and exhibition
2.00 Workshops (as above)
3.10 BACCH ‘University Challenge’
 Compered by Professor Nick Spencer 
 Teams from each of the Special Interest Groups
3.45 Award of challenge, CATCH and ‘Child’ prizes 
 Professor Alan Emond, BACCH Chair
4.00 Tea and Close 
Programme subject to change
